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Treatment of Duodenal Uleer and Functional Bowel 


Disease with Kolantyl, A New Antispasmodic Compound 


PRELIMINARY CLINICAL NOTES 
BEN N. Muxer, M. D. 


The natural alkaloids of belladonna have long been 
employed not only for the relief of functional bowel 
disease but also as an adjunct in the treatment of 
duodenal ulcer. Unfortunately, the usefulness of these 
drugs is somewhat limited by the side effects which 
ure commonly produced.1,2 Recently, a new post- 
ganglionic parasympathetic blocking agent that has 
been shown to be more selective in its action than 
atropine and related alkaloids has been described.3 It 
has been designated as Bentyl Hydrochloride} and 
*Bentyl Hydrochloride is the trademark of the Wm. 


S. Merrell Company of Cincinnati, Ohio for its brand 
of dicyclomine hydrochloride. 


may be represented by the following chemical struc- 
ture: 


5C C—C—0O—CH,—CH,—N 
“J § : = 
/ \ ~ 
c—¢c 0 CoHe HCl 
Ho Hp 


diethylaminocarbethoxydicyclohexyl hydrochloride 


Pharmacologically,3 a concentration of 1: 10,000,000 
of Bentyl relaxes the isolated rabbit intestine in which 
spasm has been induced by acetylcholine. This is 
comparable to the relaxation obtained with atropine 
sulfate in concentration of 1:80,000,000. In vivo, maxi- 
mal relaxation of an intestinal loop or pouch can be 
produced in the dog with doses of 2 mg./Kg. of 
Bentyl3 which is comparable to that produced ‘by 
0.1 mg./Kg. of atropine sulfate.4 In the case of the 


isolated dog ureter, 5 mg. of Bentyl per 100 cc. of 


bath was comparable to 25 mg. of atropine sulfate in 
relaxing spontaneous contractions,3 indicating that in 
this case the milligram potency of Bentyl was actually 
greater than that of atropine. 


The characteristic atropine-like effects on the eye 
and mouth are produced only when extremely large 
doses of Bentyl are used. Specifically, the dose of 
Bentyl that dilates the pupil of 80 per cent of the 
tested mice is 4 mg. parenterally in an 18 to 20 Gm. 
mouse but a dose of only 0.008 mg. of atropine pro- 
duces a similar effect. When doses of 5 mg./Kg. of 
pilocarpine are used to stimulate salivary flow in the 
rabbit, intramuscular doses of 48 mg./Kg. of Bentyl 
or of 0.15 mg./Kg. of atropine are needed for in- 
hibition. The usual clinical dose of Bentyl is 10 mg. 
(almost 35 times the usual dose of 0.3 mg. of atro- 
pine). Table One illustrates the expectation that 
Bentyl would produce those atropine-like effects in 
which the milligram potency of Bentyl is 1/35th or 
more that of atropine (relaxation of the gastrointestinal 
tract, urinary tract) but not those in which the milli- 
gram potency is less than 1/35th that of atropine 
(dilation of the pupils, drving of the mouth). 


In animals Bentyl is relatively nontoxic. The LD: 
for oral administration in mice is 625 mg./Kg.3 In 
human subjects Hock has administered single oral 
doses of Bentyl Hydrochloride of 130 mg.5 This is 
13 times the usual clinical dose and even at that level 
side effects did not always occur (although a poorly 
defined “jerking sensation” of the head is described 
in one patient). Using oral doses of 10 mg. and 20 
mg. the writer has observed no side effects to Benty! 
in over 100 cases, which is consistent with the pub- 
lished reports of Hock,5 Huftord,6,7 Chamberlin,® 
and McHardy.9 


CLINICAL RESULTS WITH BENTYL 


Hock,5 Hufford,6 and Chamberlin® all reported a 
high incidence of symptomatic relief following oral 
Bentyl therapy in groups of patients consisting mostly 
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of those suffering from functional diseases of the colon. 
McHardy and his associates? compared 246 patients 
suffering from duodenal ulcer (200 cases) and pyloro- 
spasm (46 cases) treated with Bentyl, Banthine,t 
atropine, and placebo therapy. In general, they found 
both Bentyl and Banthine to be effective in the 
majority of cases and both were significantly more 
effective than atropine or placebo therapy. There were 
some cases, however, that did not respond to any of 
the single drugs employed. The author's experience in 
over 100 cases treated with simple Bentyl Hydro- 
chloride is entirely consistent with the published 
cases here cited. 


RATIONALE FOR KOLANTYL THERAPY 


Therapy with Bentyl alone, while effective in the 
majority of cases, was not completely effective in all 
cases of peptic ulcer. The question then arose whether 
it would he better to increase greatly the Benty] 
dosage until side effects similar to those commonly 
observed with Banthine might occur, or to combine 
the antispasmodic Bentyl (in well tolerated dosage ) 
with antacids and other anti-ulcer agents in an attempt 
to control most of the causative or contributing factors 
present. The latter course was adopted and the com- 
pound selected was designated as Kolantyl.? Each 
tablet contained the following: 


Bentyl Hydrochloride ~-.--.----. 5 mg. 
Aluminum Hydroxide Gel ____.--- 400 mg. 
Magnesium Oxide —__- are 86 
Sodium Laurvl Sulfate _........_.. 25 mg. 


SRNISONENNES 2.2 ni caacn LOO mg. 


Bentyl Hydrochloride was included as an_anti- 
spasmodic, aluminum hydroxide gel and magnesium 
oxide as antacids, and methylcellulose as a synthetic 
mucin to coat the gastric and duodenal mucosa. Of 
particular interest was the inclusion of sodium lauryi 
sulfate to inactivate both lysozyme and pepsin. The 
importance of lysozyme as an etiologic or contributing 
factor in peptic ulcer is and probably will continue 
to be a somewhat controversial question. It seems 
clear, however, that there is an increase in the tissue 
lysozyme concentration ‘surrounding active _ peptic 
ulcers as compared with healed lesions.1© Lysozyme 
can cause experimental lesions of the gastrointestinal 
tract in animals,11,12,13 Sodium lauryl sulfates inhibit 
lysozyme activity.14,15 Antilysozyme therapy alone is 
effective in at least some resistant cases of peptic 
ulcer,16 and antilysozyme therapy even seems to aid 
in wound healing outside the gastrointestinal tract.17 


CLINICAL RESULTS WITH KOLANTYL 


Table Two indicates that in the author’s series of 
patients, duodenal ulcer responded regularly to the 


tBanthine is the trademark of G. D. Searle & Co., of 
Chicago, Illinois for its brand of methantheline bro- 
mide, 

°Kolantyl is the trademark of The Wm. S. Merrell 
Company of Cincinnati, Ohio. 
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oral administration of two Kolantyl tablets four times 
daily. Similar findings have been reported by 
Huflord.7 Because of the observation that duodenal 
ulcer responded better to Kolantyl than to simple anti- 
spasmodic therapy, it was also tried in functional 
bowel disease. Table Two indicates that preliminary 
findings in this condition were also encouraging. The 
only frank failure was in a case of herniation of the 
gastric mucosa through the pylorus which produced 
nausea, vomiting, and regurgitation that did not re- 
spond to any type of antispasmodic therapy. 


The 24 patients treated with Kolantyl suffered from 
11 different symptoms which occurred in the group 
a total of 103 times, as indicated in Table Three. In 
15 cases Kolantyl was compared with other anti- 
spasmodics ( Barbidonna®® and Banthine ) as indicated 
in Table Four. In 14 instances Kolantyl was more 


effective; in 1 case Banthine was more effective. 


As in the earlier series of Bentyl cases, side effects 
did not occur during Kolantyl administration. Up to 
the present time the longest duration of therapy with 
Bentyl has been 14 months (total of 1,200 capsules, 
i.e., total dose of 12.0 Gm.) and with Kolantyl it has 
been 6 months. In general, prolonged therapy has nct 
been required in most cases but there are 4 patients 
who have been on Bentyl continuously for a year or 
longer. 


The clinical response to Kolantyl may be illustrated 
by the case of Mrs. L. B. K.: 


This patient was first seen on August 14, 1946 at 
the age of 64. She complained at that time of general- 
ized weakness plus recurring epigastric pain. This was 
described as a gnawing sensation coming one to two 
hours after meals. It was relieved by food. This had 
persisted for a number of years, and as far back as 
June 4, 1920 she was subjected to appendectomy and 
duodeno-duodenostomy. The operative report (Col- 
umbia Hospital) describes an ulcer one-quarter inch 
in diameter on the superior surface of the duodenum 
one-half inch from the pylorus. 


On the initial examination, Mrs. L. B. K. was 
negative except for a vertical right upper abdominal 
scar and some epigastric and upper abdominal tender- 
ness. Symptoms were controlled for the next three 
vears by dietary measures plus belladonna which was 
required only occasionally. 


On September 20, 1949 she was admitted to the 
Providence Hospital following exsanguinating blood 
loss from the gastrointestinal tract. Following a 
prompt response to the usual emergency procedures, 
x-ray studies were made on September 26, 1949. The 
stomach and esophagus were normal, but there was 


°*Barbidonna is the trademark of Vanpelt & Brown, 
Inc. of Richmond, Virginia for its brand of 
hyoscyamine, atropine, scopolamine, and pheno- 
barbital. 
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a deformity of the duodenal bulb, which was irritable, 
and an ulcer niche appeared within it (Figure One). 





The patient was put on strict dietary management 
plus aluminum hydroxide gel plus Barbidonna. In 
spite of treatment she continued to have considerable 
pain and on March 23, 1950 the ulcer niche was still 
present on x-ray examination. 


Banthine, 100 mg. every six hours by mouth, was 
then substituted for Barbidonna. She objected to the 
side effects notably dryness of the mouth and throat 


and interference with vision. Pain was intermittent 


during Banthine therapy. 
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1951 the patient refused further 
Banthine therapy because of the side effects and she 


On January 3, 


was started on Kolantyl, two tablets after each meal 
and at the hour of sleep. With this medication and a 
moderate limitation of diet the patient was relieved 
promptly from her epigastric pain and tenderness. 
X-rays taken on April 19, 1951 showed the residual 
deformity of the ducdenal cap from the previous 
duodenal ulcer but no ulcer niche could be identified 
and there was no evidence of spasm (Figure Two). 





On August 1, 
symptoms. 


1951 the patient was still free from 


TABLE ONE 


SELECTIVE ACTICN OF BENTYL 


ACTION 
Relaxation of 
isolated dog 
ureter 
Relaxation of 
isolated rabbit 
intesting 
Relaxation of 
loop of dog 
intestine in vivo 


THE CLINICAL DOSE 


COMPARISON OF MG. POTENCY WITH ATROPINE 


About 25 times that of atropine 


About 1/8 that of atropine 


About 1/20 that of atropine 


OF BENTYL (10 MG.) is almost 35 times that of Atropine (0.3 mg.) 


Depression of 
salivary secretion 
Dilation of 

pupil 





About 1/500 that of atropine 


About 1/300 that of atropine 
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TABLE TWO 


THERAPEUTIC RESULTS—KOLANTYL: 24 Cases 


Virtually Complete Partial Little or no 
Relief Relief Relief 
Functional Bowel | J.M.A. H.U. H.S.T. 
Disease | A.W.B. 
| BH. 
| G.D.B. 
| T.E.B. 
| §ce. 
| J.E.H. 
B.N.M. 
M.S.S. 
M.S. 
N.H.S. 
Duodenal Ulcer F.E.B. 
S.E.C. 
| H.F.G. 
| oe. 
L.W.I. 
L.B.K. 
D.W.M. 
E.M.McW. 
: ar. 
} 
Pylorospasm | J.E.L. 
Herniation gastric 
mucosa through C.W.R. 
pylorus 
TABLE THREE 
SYMPTOMATIC RESPONSE TO KOLANTYL 
(24 pts. suffered 11 different symptoms 
which occurred 103 times in the series. ) 
Virtually Little 
Manifestations of Muscle Spasm Present Complete Partial or no 
Relief Relief Relief 
Abdominal Pain 19 3 — 
Chest Pain 13 1 oo 
Abdominal Cramps 5 — — 
Diarrhea fi 1 a — 
Spastic Constipation 9 7 _ 
Nausea 16 l ] 
Vomiting 4 — ] 
(distention, bloating, 
“Gas eructation, flatulence, etc. ) 4 — — 
Regurgitation 14 — ] 
Backache 3 1 sais 
Dysphagia ] _ — 


TOTALS 87 13 3 
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TABLE FOUR 
COMPARISON: KOLANTYL VS. OTHER ANTISPASPASMODICS 








No Previous | 
Antispasmodic BARBIDONNA BANTHINE DONNATAL 
Therapy 
Less More Less More . Less More 
A.W.B. Effective Effective | Effective Effective | —— e | Effective 
B.H.B. than than than than thar than 
F.E.B. KOLANTYL | KOLANTYL | KOLANTYL | KOLANTYL | KOLANTYL | KOLANTYL 
H.F.G. ].M.A. S.E.C | C.W.R. M.S. 
J.C.G. G.D.B. L.H. 
J.E.L. T.E.B. L.W.I. 
N.H.S. S.E.C. L.B.K. 
H.S.T. J.E.H. E.M.McW. | 
H.U. B.N.M. | C.P. 
O.W.M. 
MSS. | | | 
rOTALS: | | 
9 8 0 6 1 1 0 


N.B. 24 patients are listed 25 times since S.E.C. was tried on 
two other antispasmodics and is listed, therefore, 


SUMMARY 


The pharmacologic and clinical reports show that 
Bentyl Hydrochloride 
atropine for gastrointestinal spasm without dilating 
the pupil or drying the mouth. This has been con- 
firmed in a series of over 100 patients. This work has 
that the drug Kolantyl 
magnesium oxide, 
is well 


is an improved substitute for 


been extended to indicate 
(Bentyl, aluminum hydrovide gel, 
sodium lauryl sulfate, and methylcellulose ) 
tolerated and even more effective than plain Bentyl 
treatment of duodenal ulcer and functional 
It compares favorably with the other 


in the 
bowel disease. 
potent natural and synthetic parasympatholytic agents. 
The efficacy of Kolantyl may be due in large measure 
to the inactivation of lysozyme by sodium lauryl suf- 
fate. 
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Rheumatic Carditis 


Joun A. Boone, A.B., A.M., M.D. 
Professor of Medicine 
Medical College of South Carolina 


Presented at the third annual scientific assembly of 
South Carolina Academy of Col- 
umbia, S. C., August 22, 1951. 


General Practice, 


Since the ability of rheumatic fever to damage the 
heart is almost the only reason for regarding it as 
a serious disease, some of the important features of 


this inflammation will be reviewed. 


It is an interesting bit of medical history to 


Southerners that the first publication describing the 
connection between rheumatic fever and rheumatic 
heart disease was written by a native of Charleston, 
S. C., William Charles Wells. Wells’ family were un- 
fortunately the 


Revolution, and fled to England where Wells studied 


Tories at the time of American 
medicine and eventually became a prominent London 
physician. In 1812 his paper(1) describing the ability 
of rheumatism to affect the heart appeared. It is 
remarkable that at that time the stethoscope had not 


yet been invented. 


The importance of carditis as a manifestation of 
rheumatic fever is illustrated by its being the leading 
cause of death from heart disease before middle age. 
Coombs2 in 1924 observed 100 consecutive cases of 
rheumatic fever. Of these, 59 showed 
heart involvement in the attack, 
creased to 75 with further observation. In 1942 Rown- 
tree3 reported that of the first 2,000,000 selective serv- 
ice applicants in World War II, all between the ages 
of 21 


vascular 


evidence of 


first and this in- 


were rejected because of cardio- 
When 
were reexamined by experts, half of them were found 
That 
figures failed to reflect the true incidence of rheumatic 


and 36, 5% 


defects. these rejected individuals 


to have rheumatic heart lesions. even those 


heart disease will be demonstrated later. 


For a long time it has been the general belief that 
rheumatic heart disease did not occur in the tropics, 
and was infrequent in the Southern states. This was 
the basis some years ago for the removal of rheumatic 
children from New York to Puerto Rico as a thera- 
peutic measure. Since then, however, it is becoming 
apparent that there is not the sharp geographical 
division heretofore supposed. When the author first 
1937, he 


would see little rheumatic heart disease, but instead 


came to Charleston in was assured that he 
he has seen a great deal of it. Physicians stationed in 


the tropics during World War II saw much more 
rheumatic fever and its sequelae, both in their own 
troops and the native populace, than they had been 
led to expect. Moreover, Chavez4 in 1942 reported a 
surprisingly high incidence of rheumatic heart disease 


in Mexico. 


It may be that the incidence in different climates is 


closer than has ever been suspected. The thinner and 
less urbanized population in the South and the tropics 
must have an effect on impressions of incidence. In 
large cities, more cases come under the care of large 
clinics. In rural communities, medical examination is 
sketchy and diagnosis is poorer. Few people stop to 
think that the population of South Carolina is less than 
that of metropolitan Boston, or of Texas less than 
that of New York City, and that the ratio of physicians 
to population is similar. From experience in Charles- 
ton, the author would almost be willing to wager that 
the state of South Carolina would not be far below 
total 
Another striking feature of experience in Charleston is 


Boston — in rheumatic heart disease content. 
the extremely low incidence of hemolytic streptococcus 
infection. During the past year the bacteriology lab- 


half 


dozen organisms. We have seen far more fresh cases 


oratory in Charleston has isolated less than a 


of rheumatic fever and rheumatic heart disease than 
the 
increasing tendency in many quarters to view the 


the 
fever. It would suggest that possibly, whatever the 


that. This is an interesting finding in view of 


hemolytic streptococcus as cause of rheumatic 
cause of rheumatic fever, respiratory infections with 
this organism may be the most common illness severe 
enough to “trigger” the rheumatic state into activity. 

There the 


picture of rheumatic fever in the northern states and 


seem to be real differences in clinical 
in the South. Among 225 cases studied in Boston by 


lacked a 


rheumatic fever or chorea. In our own clinic in Charles- 


the authors only 1% historv of clinical 


ton the figure would be nearer 50% in cases with 
known rheumatic heart disease. This seems to indicate 
a tendency to a more insidious subacute form of the 
disease in the south, Certainly we very rarely see 


suhc utaneous nodule S. 


There is no question that diagnosis of rheumatic 
heart disease as compared to other disease is poor in 
the hands of the average physician who has not had 
intensive training in internal medicine. And the wide- 
spread tendency to call all unexplained fevers malaria 
does not help the accurate diagnosis of rheumatic 
fever in the South. The first great American cardio- 
logist, Austin Flint,6 made the following statement in 
1862, when he was 50 years old, in reference to the 
murmur of mitral stenosis: “It is only within the last 
tew years that I have discriminated between these 
murmurs When the auscultator has learned to 
distinguish it, he will not be long in finding it if he 
be in the way of seeing a moderate number of cases 
of disease of the heart.” That Flint’s words still apply 
is shown by a 1942 report by Delaney and others® 
45,000 World War II air 


cadets. All these had been screened by from 1 to 12 


who reported. on force 














esac 
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previous physical examinations, but 100 were found 
to have rheumatic heart murmurs. A breakdown of 
their figures indicates that the relatively harmless 
murmur of mitral insufficiency had not often been 
ignored, but the much more serious lesions of aortic 
insufficiency and stenosis and mitral stenosis had been 
missed in 90% : 


Mitral insufficiency 10 
Mitral stenosis 38 
Aortic insufficiency and/or stenosis 46 
Combined aortic and mitral lesions 6 


Total 100 


The symptoms of rheumatic carditis, active or in- 
active, are remarkably few and of little use in diag- 
nosis except as they refer to the congestive phenomena 
of heart failure. The accurate evaluation of physical 
signs and laboratory findings are all-important both 
in diagnosis and such imperfect prognosis as we are 
able to make. 


In active carditis the pulse rate may be higher than 
the usual 10 points per degree rise. Arrhythmias, 
especially true dropped beats from heart block, or 
showers of extrasystoles, may appear. Systolic murmurs 
must be evaluated more by their loudness and their 
persistence after the actue illness. Aortic diastolic 
murmurs may appear very early in the acute illness, 
but the interpretation of diastolic noises in the mitral 
area is best left until the quiescent stage, for they are 
usually very misleading. Friction rubs synchronous 
with the heart beat indicate pericardial involvement. 
Enlargement of the heart may indicate either myo- 
cardial weakness or pericardial effusion, and this dis- 
tinction may be difficult. Congestive failure may occur 
in severe cases and must be distinguished from tampo- 
nade from pericardial effusion. One peculiarity of such 
heart failure in younger children is that the venous 
engorgement, liver enlargement and ascites frequently 
overshadows either the peripheral or pulmonary edema 
so characteristically associated with heart failure in 
older children and adults. The electrocardiogram may 
show varying degrees of heart block or the character- 
istic changes of pericarditis. In the author’s experience, 
clectrocardiographic evidence of active carditis is ex- 
tremely rare in the routine follow-up of cases, and one 
must always resist the temptation to read too much 
into routine electrocardiograms. 


Inactive carditis is assumed when joint pains and 
fever have gone and the white blood count, sedi- 
mentation rate and electrocardiogram have returned 
to normal. But we know of many cases where all these 
criteria are satisfied, but the development of valvular 
deformity progresses inexorably nevertheless. Some- 
times the general impression that the child “is not 
doing well” is more valuable than laboratory tests. 
The diagnosis of supposedly rheumatic 
carditis depends mainly on the recognition and in- 
terpretation of murmurs. 


inactive 
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Systolic murmurs are most commonly heard, usually 
in the apical region. Faint systolic murmurs near the 
base of the heart are most difficult to evaluate. Many 
may be functional; some may arise from a harmless 
venous hum in the neck, which can easily be checked. 
As mentioned above, aortic diastolic murmurs may 
arise during the first attack of rheumatic fever. The 
diastolic murmur of mitral stenosis probably requires 
at least three years after the first involvement to de- 
velop. The evaluation of apical mid-diastolic murmurs 
and third heart sounds is a vexing question. The mid- 
diastolic murmur was once called “the childhood type 
of mitral stenosis murmur.” But no one can reliably 
distinguish between murmur and third sound. In one 
study7 of true mid-diastolic murmurs diagnosed by 
experts, 60% later showed the typical presystolic 
crescendo murmur of mitral stenosis, 40%  sub- 
sequently disappeared. The simple grading of systolic 
murmurs from I to IV on the basis of relative loudness 
as advocated by Dr. Samuel Levine has much to 
recommend it. A Grade I murmur in itself is in- 
sufficient evidence of heart disease. Grades II to IV 
are increasingly indicative of organic disease. 


As to specific valves, the pulmonic is almost never 
involved in rheumatic fever. Tricuspid involvement is 
almost always associated with mitral, and virtually 
impossible to distinguish from it clinically. Aortic 
insufficiency may first appear as a very faint high- 
pitched blowing diastolic murmur best heard down 
the left sternal border. A quiet reom and a diaphragm 
type stethoscope are often necessary for its recog- 
nition. The diastolic blood pressure is normal at this 
stage. Aortic stenosis usually appears years later, in 
middle age and beyond, sometimes after long-standing 
aortic insufficiency. Often no murmur at all, or an 
apical systolic will have been present previously. A 
systolic thrill over the aortic area with the character- 
istic plateau pulse makes the diagnosis. The presence 
of aortic insufficiency cancels the plateau pulse. 


Mitral stenosis in a regular heart is reliably diag- 
nosed only by the accurate recognition of the long 
rumbling apical diastolic murmur with presystolic 
crescendo accentuation. It is the herdest murmur of 
all for the physician to learn to recognize correctly. 
The average physician either misses it entirely or 
confuses it with a systolic murmur. The better trained 
younger ones hear it too often. The subsidiary signs 
of accentuation of the first apical heart sound and 
second pulmonic sound are often helpful. X-ray 
evidence of auricular enlargement or EKG signs of 
auricular hypertrophy may be of aid, but not until the 
lesion is pretty far advanced. Eventually auricular 
fibrillation occurs in most, when the murmur loses its 
presystolic accentuation, and a low pitched early-to- 
mid-diastolic only is left. 


The prognosis is good in most cases for the acute 
phase of carditis. A few fulminating cases go steadily 
downhill, a few more subacute cases succumb after a 
few years. In the inactive phase, prognosis seems best 
based on a 5 to 10 year observation period after the 
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first occurrence of rheumatic fever. In general, the 
resistance of the heart proved during this period will 
hold good for the future, but all cases should be fol- 
at the of Bacterial 
endocarditis is always a potential hazard, but can now 


lowed intervals rest their lives. 
be very successfully treated with antibiotics if early 


diagnosis is made. 


Treatment in the acute phase is in general that of 
the rheumatic fever. It seems to be becoming general 
knowledge that cortisone and ACTH have no influence 
on the cardiac lesion, and this has certainly been our 
experience. If heart failure develops, digitalis should 
be tried—in many it helps. Diuretics are always useful. 
In the subacute cases. prolonged bed rest for many 
months is frequently rewarded by amazing degrees of 
recovery of heart function. In the chronic type, pro- 
tection against infection and physical strain should be 
encouraged. Surgical correction of mitral stenosis is 
standardized procedure, and 


rapidly becoming a 


doubtless other valvular disease will also become 


amenable. Treatment of heart failure is standard. 


There are certain public health aspects of rheumatic 
heart disease that deserve to be emphasized. There is 
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just as much justification for sanatoria for prolonged 
bed care of subacute rheumatic heart disease as there 
Almost no such facilities 
suffice. 


activities are just as comparable. As x-ray is necessary 


ever was for tuberculosis. 


now exist, and a few would Case finding 
in the diagnosis of tuberculosis, so the trained ear is 
necessary for the diagnosis of rheumatic heart disease. 
Already a beginning is being made in this direction at 
three demonstration centers set up by the U. S. Public 
Health Service, one of them in Charleston. It is hoped 
that this activity will continue to expand and be 


supported by physicians. 
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Painful and Painless Anorectal Lesions* 


By 
LrON BANovy, Jr., M. D. 
Charleston, S. C. 


From a practical standpoint there are two chief 
symptoms of anorectal diseases that make the patient 
seck medical care: bleeding and pain. The history of 
bleeding from the rectum makes it mandatory for the 
physician to search for the cause of the bleeding. 
The importance of rectal bleeding has been emphasized 
again and again in the literature, and rightfully so. 
To determine the source of the bleeding the physician 
depends on digital examination, sigmoidoscopy, and 
roentgenography. 

The other important symptom of anorectal diseases 
is pain. It is often pain, and pain alone, that causes 
the patient to go to the physician for diagnosis and 
treatment. Often before arriving at the physician's 
office, the patient, influenced by newspaper and maga- 
zine advertisements, already has employed various 
forms of self-medication with transient and dubious 
benefit. The patient needs immediate and definitive 
relief from pain. To treat the patient properly, the 
physician must make an accurate diagnosis by obtain- 
ing a full history and making a complete examination, 
using, if necessary, an anesthetic agent in order to 
examine the extremely painful anorectal region. 

A consideration of anorectal lesions based on the 
presence or absence of pain has been of great practical 


°From the Department of Surgery of the Medical 
College of the State of South Carolina and Roper 
Hospital. 


be of value to 


others, this report is presented. The anorectal lesions 


value to the writer. Because it may 
are considered as to whether they are painful or pain- 


less; a few remarks are made about each. The listing 
is not intended to be academically so complete as to 
include the unusual or rare lesions. The classification 
is presented as a practical clinical aid in the considera- 


tion of anorectal lesions. 


ANORECTAL LESIONS 
PAINFUL PAINLESS 
Cryptitis Polyp 


Papillitis Carcinoma 


Anal fissure Lymphogranuloma 
Perirectal abscess 
Fistula 


Hemorrhoids 


venereum 
Syphilis 
Granuloma inguinale 


Pruritus ani Tuberculosis 


PAINFUL LESIONS 
Cryptitis and Papillitis 


While pain is the usual complaint with cryptitis, an 


of 


an 


inflammation of the crypts of Morgagni, the degree 
discomfort varies from a dull aching sensation to 
acute sharp pain. The diagnosis, made by digital ex- 
amination and anoscopy, reveals small depressions 
and areas of tenderness in the rectum, and often some 
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spasm of the anal sphincter. On anoscopy, the diseased 
crypt will admit the tip of a blunt hook whereas the 
normal crypt seldom will do so, 

There are many opinions regarding the significance 
of cryptitis. Some regard cryptitis as the initial factor 
in the development of fissures, abscesses and fistulae. 
Others consider cryptitis as a cause of pruritus ani. 
Many hold that cryptitis is too often overlooked as a 
focus of infection. Buiél believes that hemorrhoids are 
commonly initiated by infection admitted thru these 
Morgagnian crypts. 

Most often found with cryptitis is papillitis, an 
inflammation of the anal papillae. Following infection, 
the papillae undergo hypertrophy and sometimes pro- 
trude to produce spasmodic pain during and _ after 
defecation. Diagnosis is made by feeling the firm teat- 
like projections on digital examination and seeing the 
reddened and edematous papillae on anoscopy. 

The treatment of papillitis and cryptitis is palliative 
and/or surgical. Palliation involves the use of an 
antibiotic (aureomycin, chloromycetin, or terramycin ) 
and hot Sitz baths. The operative treatment consists of 
the removal of the involved crypts and papillae. 

Anal Fissure 

Though the anal fissure, a benign ulcerous lesion of 
the anal wall, is of comparatively minor pathological 
importance, from the clinical point of view it is one 
of the most important anal lesions. It is a common 
cause of rectal pain. It is frequently misdiagnosed and 
often inadequately managed. The usual history is one 
of neglect—for weeks, or months, or often years, of 
pain recurring after periods of relative freedom from 
pain. The pain of anal fissure is paroxysmal and _ is 
increased by the act of defecation. 

The diagnosis is made by inspection. On separation 
of the cheeks of the buttocks, the sentinel pile of 
Brodie may be seen, if present, and often the lower 
portion of the fissure. Most often, the fissure is located 
in the posterior midline. 

The treatment to secure a permanent cure is sur- 
gical. The writer prefers a low spinal anesthetic and 
the patient in the inverted (jack knife) position. With 
sharp dissection a wide excision is made to include the 
skin, the anal fissure and all of the scar tissue base, 
the anal crypt, and the sentinel pile. The  sub- 
cutaneous component of the external anal sphincter is 
cut at the posterior midline. 


Abscesses and Fistulae 


An abscess of the anorectal region is a localized 
collection of pus in a cavity. Usually the abscess 
arises from an infected anal crypt. Should the abscess 
drain to a secondary opening, either spontaneously or 
surgically, a fistula is formed. An anal fistula may be 
defined as a pathologic tract having its primary open- 
ing in an anal crypt and its secondary opening at some 
adjacent tissue, viscus, or skin surface. 

The symptoms and signs of an anorectal abscess are 
those of inflammation. It is severe pain, however, that 
forces the patient to seek medical care. The pain is 
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acute and throbbing and increases in intensity until 
the abscess is ruptured, either spontaneously or sur- 
gically. Should the fistula become blocked, an abscess 
may result and produce the throbbing pain and other 
clinical manifestations of inflammation. 

The anorectal abscess is treated by incision and 
drainage. Usually, by the time the patient seeks treat- 
ment, the abscess is “ripe” for incision. The treatment 
should be done under general or spinal anesthetic. 

The treatment of the fistula is surgical. The prin- 

cipal factors for successful treatment of anal fistula 
have been set forth by Buié2 as follows: 
“1. The primary opening must be found, 2. The 
fistulous tract or tracts must be traced. 3. Structures 
external to the primary opening and the fistulous 
tracts must be cut away so that the fistulous tunnels 
are converted into open ditches throughout their 
entire course. 4. Measures must be adopted during 
and following the operation to insure that the cavity 
will heal from within outward, without development 
of further tracts.” 


Hemorrhoids 

Hemorrhoids are defined by Bacon3 as “varicose 
dilatations involving one or more radicles of the 
hemorrhoidal veins”. Hemorrhoids may be classified 
according to whether they originate above the muco- 
cutaneous junction (internal hemorrhoids) or below 
the mucocutaneous junction (external hemorrhoids ). 
Often, they are mixed, possessing both internal and 
external components. External hemorrhoids are covered 
with skin, internal hemorrhoids with mucous mem- 
brane. 

While everybody — has hemorrhoidal veins, the 
symptoms of hemorrhoidal disease do not appear until 
the veins have become inflamed, thrombotic, ruptured, 
protruding, ulcerated, or necrotic. Not infrequently, 
there are other anorectal lesions in addition to the 
hemorrhoids. 

The type of pain produced by hemorrhoids may 
vary from dull to sharp. Simple internal hemorrhoids 
may produce only a dull pain, or a sensation of full- 
ness in the rectum, External thrombotic hemorrhoids 
produce continuous severe throbbing pains made 
worse by defecation. External thrombotic hemorrhoids 
should never be replaced or reduced. 

The treatment of hemorrhoids is palliative and/or 
surgical. Palliation involves proper bowel hygiene and 
an adequate diet. Uncomplicated small to moderate 
internal hemorrhoids may be injected. Surgical treat- 
ment is indicated for hemorrhoids that produce inter- 
mittent or persistent pain and/or bleeding. This writer 
uses the “ligature-excision” technique; it is adequate 
and flexible for most hemorrhoids which require 
operation. 


Pruritus ani 
The consideration of pruritus ani as a painful lesion 
might be questioned. No one will dispute, however, 


the fact that the chronic itching produces irritability, 
aggravation, and much suffering. 
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Pruritus ani is a syndrome characterized by chronic 
anal and perianal itching of varying degrees, The 
treatment of this condition is difficult as attested by 
the continuously increasing list of varied preparations 
and procedures. Among the newer drugs, this writer 
has found histadyl and surfacaine cream (Lilly) and 
furaspor cream (Eaton) of value. In some cases of 


pruritus ant surgical treatment is necessary. 
Miscellaneous 
There are other lesions that produce pain at the 


anorectal region, such as anal chancroid and foreign 


bodies. They occur relatively uncommonly. 
PAINLESS LESIONS 


Polyp (adenoma ) 


This is a benign epithelial tumor. Polyps may be 
single or multiple, sessile o1 pedunculated. 

As a rule the polyp is a painless lesion. The ex- 
ception is the pedunculated polyp located near the 
Most 


routine proctoscopic examination, which should be a 


sphincters. often, the polyp is discovered on 
part of every physical examination. Whenever a polyp 
is discovered in the rectum, a careful search should 
and barium enema for 


1 . 
be made by sigmoidoscopy 


other polyps or carcinoma higher up. 
The polyp is a precancerous lesion. No polyp should 
be to the after 


presence is known. The treatment is surgical. 


ever allowed remain in rectum its 


Carcinoma 


Carcinoma of the rectum has been arbitrarily 
classified as a painless lesion. Early carcinoma, in the 
stage when operation can expect to be the most 


successful, is a painless lesion. Because carly cancer 
is painless the physician should maintain a high index 
of suspicion if he expects to do his part to reduce the 
mortality from cancer. Rectal carcinoma is painful in 
its advanced stage as the result of ulcerations or in- 
vasion of contiguous strictures. Also, rectal carcinoma 
is painful when its location is near the anus and _ in- 
volves the anal tissues. Anal carcinoma, or epithelioma, 
is a painful lesion. 

Mention be of the of 
rocntgenography in searching for lesions of the rectum. 


should made limitations 
There are technical difficulties in’ visualizing clearly 
the barium enema in this region. This results in un- 
certainties in interpretation. Therefore, a negative re- 
port is no assurance that a growth does not exist in 


the rectum of the patient. It does not seem sound and 


logical to rely on roentgenograms for only indirect 
evidence when the sigmoidoscope provides direct 
vision of the lesion. A satisfactory proctoscopic ex- 


amination should be made before subjecting the pa- 
tient to the nuisance and expense of a barium enema. 

The treatment of cancer of the rectum is surgical. 
The aim of the surgeon is to perform a curative opera- 
tion for cancer. The cure of cancer depends on early 


diagnosis. Therefore, the hope of the surgeon to per- 
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form a really curative operation rests on finding the 
cancer In its early stage. 

Welch and Giddings4 in an excellent report on car- 
cinoma of the colon and rectum, based on cases at the 
Massachusetts General Hospital, concluded with: “The 
outstanding fact is that nearly two thirds of all pa- 
tients of 
curable when they reach the hospital. Deaths from 


with cancer the colon and rectum are in- 


this disease cannot be reduced by further improve- 
ment in operative technic, since mortality is now so 
low that no significant @ain can be expected in this 
respect in the larger clinics. In smaller hospitals, it 
is probable that the mortality is still too high and 
operability too low. Further control of the disease will 
depend on routine proctosigmoidoscopy as in intergral 
portion of the physical examination, to discover the 
disease before symptoms are manifest, and prompt 


treatment by well trained surgeons. 


Lymphogranuloma venereum 


Lymphogranuloma venereum is a virus disease 
usually transmitted by veneral contact. The rectum is 
frequently involved. The carly lesion in the rectum 
is a painless inflammatory process. The rectal stricture 
is a later manifestation. Most strictures are painless. 
The lesion is painful when the inflammatory process 
approaches the anal structures, when perirectal ab- 
scesses develop, and when the stricture produce ob- 


struction. 


Lymphogranuloma venereum is best treated with 
aureomyvcin or chloromycetin. At times, surgical treat- 


ment is necessary. 


Miscellaneous 


There are other lesions of the anorectal region that 
are painless. Mention may be made of tuberculosis, 
granuloma inguinale, chancre and condyloma latum of 


syphilis, and condy loma acuminatum (veneral warts ). 
SUMMARY 


A practical consideration of anorectal lesions based 
on the presence or absence of pain has been presented. 
Since the patient complains of pain, painful anorectal 
lesions are rarely missed. On the other hand, painless 
lesions, often of a serious nature, frequently go un- 
noticed by the patient. Because of the possibility of 
the 


should be used more frequently as a diagnostic aid. 


missing serious painless lesions sigmoidoscope 
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The Management of Acute Injuries to the Neck* 


COMMITTEE ON TRAUMA 
AMERICAN COLLEGE OF SURGEONS 


Injuries to the neck vary in extent and significance 
from the trivial, superficial and inconsequential to the 
most extensive, deep, disabling and life endangering. 
The 
tissue damage are not always distinguishing features 


size of the external wound and the extent of 
between the two extremes. Many neck wounds that 
appear to be slight in character are immediately fatal 
or become so soon after iniury. However, if the patient 
can survive long enough to receive care adequate to 
the needs, even the severest wounds may be cared for 
with survival of the patient. Thus an injury to the 
neck is never slight enough to be neglected nor ex- 


tensive enough to be regarded as hopeless. 
First Aid 


1. Applv a sterile dressing of adequate size, shape 
and volume to cover the wound, prevent flow of 


blood, and avoid further contamination. 


lo 


Fix the dressing in place with adhesive tape, or 


with a bandage which is anchored about the 
head, jaw or opposite axilla. 

3. If loss of blood has already resulted in shock, 
give one or two units of plasma or other blood 
substitute. 

1. Direct the patient immediately to an emergency 

aid room or hospital for examination and treat- 

ment, 

Do not tamper with the wound, remove foreign 

bodies or disturb blood clots. 

6. Do not apply a snug circular bandage around the 


neck. 


Immediate 


ul 


examination of patients with neck 


wounds will help to classify them into (1) those who 
given care at a well equipped 


may be necessa’ry 


emergency room; and (II) those who require more 
adequate facilities and personnel for proper treatment. 


The latter must be separated into patients who re- 


quire 
Ha Urgent care for respiratory obstruction — or 
hemorrhage, 
Ub Delayed care pending arrival at a_ hospital 


where adequate attention is available. 


the 
classify the patient. 


Answering following questions will help to 


1. Is respiratory obstruction present, impending or 
likely? 

2. Is there a vascular injurv with external or internal 
hemorrhage? 

Q +s . . 

3. Is there an injury to the cervical cord or is such 
an injury likely? 

1. Is there a foreign body lodged in the neck? 


°Note: The foregoing is one of several articles on 
the subject of trauma distributed by the Committee 
on Trauma, American College of Surgeons, through 
its Regional Committees. 





5. Is there an injury to the pharynx or esophagus? 
6. Is there an injury to the head above or the chest 
below the neck wound? 

Does the patient have other injuries requiring 


special care? 
1 Patients 
important 


the 
treated as 


with wounds which do not involve 


structures outlined above are 


follows: 

1. Protect the open wound with a sterile dressing 
while cleansing a wide surrounding area with 
plain soap and water. Hairy parts are shaved. 

2. Infiltrate the margins of the wound through the 
intact skin with a one per cent solution of pro- 
caine, 

3. Cleanse the wound and excise devitalized tissues. 

1. Close the wound with the least number of inter- 

sutures necessary for 


rupted — nonabsorable 


adequate approximation without tension. 


J 


Apply a sterile dressing and supporting bandage. 
6. ‘Tetanus antitoxin or tetanus toxoid and antibiotic 
medication should be given when circumstances 
and the nature of wound warrant this treatment. 


Constricting bandages should not be applied to the 
neck of any patient who is unconscious, or may be- 
come so following medication, unless there is some- 
one in attendance to guard against strangulation from 
hemorrhage, edema, or any other cause for trachel 


obstruction or venous compression. 


It is sometimes advisable to transport these patients 
in a prone position when the presence of tracheal or 
esophageal injuries renders possible fatal aspiration of 
secretions, vomitus, or blood. 


II In the case of patients who require more adequate 
facilities, the wound should be covered with a sterile 
dressing of appropriate size, and the patient should 
then be sent to a hospital where the care necessary 
the 


equipped emergency room probing of neck wounds 


for such wounds is available. Even in well 
and removal of blood clots should not be done unless 
one is prepared to control hemorrhage and supply 
blood in a volume sufficient to prevent or overcome 


shock. 


promptly. 


However, the urgent case must be cared for 


1. Injuries to Air Passages 


obstruction result from (1) 


aspiration of blood or a foreign body; (2) direct 


Respiratory may 
trauma to the larynx or trachea; (3) edema due to 
injuries to ad‘acent structures in the neck or floor of 
the mouth; and (4) increased pressure in the neck 
due to hemorrhage from an artery, large or small. 


Respiratory obstruction when impending, or likely 
to occur from the nature of the neck wound, warrants 
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immediate hospitalization lest an urgent condition be 
precipitated. Morphine should not be given to a pa- 
tient with impending obstruction. 

When strangulation is already present or developing, 
Done 


circum- 


tracheotomy _ is soon 
enough, even the 


stances, it may be lifesaving. Inspiratory indrawing 


immediate necessary. 


under most unfavorable 
at the suprasternal notch, supraclavicular fossae and 
epigastrium, indicates the urgency of the condition. 

The preparation of the skin for tracheotomy is done 
as in any elective procedure but the urgency of the 
situation may curtail some or all of the steps com- 
monly taken. 

1. The 


and index finger. 


trachea is fixed between the thumb and 

2. Skin incision is made over the trachea. A longi- 
tudinal incision in the midline of the neck is the 
most expedient. 


Fascia is separated in the midline. 


ws) 


1. Incision made into two tracheal rings (at least 
two rings below cricoid cartilage ). 


Insert tube—metal, rubber or glass, whatever is 


ut 


available. Instruments—a forceps, bent hairpin, 

paper clip or other object—may have to be 
improvised on the spot. 

6. Suction is accomplished with bulb syringe and 
catheter. Dependent position of head may aid in 
emptying the bronchial tree of blood or secretions 
and permit aeration of the lungs. 


Patient is hospitalized for more definitive care 


of condition. 


Elective tracheotomy done under better circum- 
stances differs from the urgent type in the following 
particulars: 
1. Adequate preparation of the skin. 


2. Anesthesia (one per cent procaine infiltration 
along line of incision ). 

3. Skin incision. Similar to a thyroidectomy in- 
cision placed at a level below the cricoid but 
well above the suprasternal notch. 

4. Fascia incised in the midline over the tracheal 
rings. 

a canula of size with 


5. Insertion of proper 


obturator. 
6. Suction apparatus, oxygen for inhalation. 
7. Nursing care. 


Injuries to the trachea or larynx due to blunt ov- 
jects may result in edema even as late as forty-eight 
hours after injury. Tracheotomy may become neces- 
sary at any time. Lest strangulation develop and re- 
sult in delay in establishing an airway, these patients 
observed by The 
gradual development of anoxia may be too subtle to 


must be competent attendants. 
be recognized until sudden changes occur and prove 


fatal. 


Penetrating or perforating wounds of the respiratory 
passage are usually associated with emphysema of the 
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superficial tissues. These wounds should be exposed 
and cleansed but they need not be closed bysuture. 
The skin should be loosely approximated lest infection 
develop and interfere with the healing process. Large 
tracheal wounds may be covered with adjacent muscle 
tissue or thyroid gland if available. It is best not to 
place a tracheotomy tube into wounds of the trachea 
close to the cricoid cartilage. When necessary, the tube 
should be inserted at the elective site in the tarchea. 

Tracheotomy tubes should be removed as soon as 
possible, when the airway is patent. This can be de- 
termined by plugging the opening in the tube or by 
substituting a tube of smaller caliber. 

When the 
laryngologist should be sought for the care necessary 


possible, advice and services of a 


to prevent the sequelae of these injuries. 


2. Injuries to Vessels 

Bleeding from superficial vessels is controlled by 
ligation. When injury to a large vessel is suspected or 
actually present, manipulation of the wound should be 
avoided lest disturbance of a protective blood clot 
result in uncontrollable hemorrhage. Care of injuries 
to large vessels requires (1) blood for replacement; 
(2) (3) (4) 
equate assistance to aid in exposure of the wound 
the the 
nominate or subclavian arteries, and one or two of 


intratracheal anesthesia; oxygen; ad- 


and control blood flow in carotid, or in- 
these vessels may require control to help locate and 
ligate a bleeding vessel or vessels; (5) suture material 
and instruments of proper size and design; (6) ad- 


equate lighting; (7) nursing care. 


Unless these facilities are available, and pending 
transportation to a hospital, the wound should be 
covered with a compression dressing held in place by 
adhesive tape which does not encircle the neck, or by 
manual compression. 
size 


Penetrating or perforating wounds of small 


associated with severance or perforation of large 
vessels may be accompanied by little or no external 
bleeding. The neck becomes swollen because of venous 
compression and accumulation of blood in the fascial 
spaces. This is commonly associated with difficulty in 
breathing due in part to tracheal compression and in 
part to factors associated with increased pressure in 
the neck but not related to a decrease in size of the 
airway. 

It is of some value to distinguish between strangula- 
tion due to a defect in the airway and strangulation 
due to internal tension in the neck. Decompression of 
the fascial spaces by incision into them will relieve 
the respiratory difficulty, but the bleeding point must 
now be controlled lest fatal hemorrhage ensue. Intra- 
tracheal anesthesia with a high oxygen content is 
extremely useful. Operating procedure is as follows: 

1. Skin the 


sternomastoid muscle on the side of the injured 


incision over the anterior border of 


vessel. 


2. Compression by stick sponge over site of injury. 
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3. Isolation of cartoid artery below the wound with 
application of tape sling. 
4. Isolation of cartoid artery and jugular vein above 
the injured site with application of tape slings. 
. Exposure of the injured segment of vessel, and 


ut 


wound cleansed of clots, loose tissue, and tag. 

6. Closure of artery wound either by a continuous 
nonabsorable suture (0000 on needle ) or ligation 
with a braided silk ligature close to adjacent 
branches with removal of the damaged segment. 
The smaller the caliber of the artery the finer the 
ligature necessary to occlude the lumen. Veins 
are ligated close to branches to avoid sacs of 
non-circulating blood. In injuries to the common 
carotid every effort should be made to apply 
lateral suture to avoid hemiplegia. 

7. Skin is closed loosely. No drains are used in such 
wounds. 


* 


Firm bandage is applied and adequate nursing 

care instituted. 

9. Whole blood in the amount required to replace 
the volume lost. 

10. Antibiotics in full dosage. Tetanus antitoxin or 
toxoid as indicated. 

11. Oxygen inhalations if any large vessel to the 

brain is occluded. 


3. Injuries to Cervical Cord 


Penetrating and perfcrating wounds in the neck 
may be caused by missiles which lodge adjacent to 
the cervical cord. The wound may appear trivial and 
the patient may walk into the emergency aid room 
but die suddenly following manipulation of the neck. 
Fractures and dislocations of the neck may be un- 
associated with cord injury until manipulation causes 
changes which result in paralysis or death. Thus, 
suspicion that such a sequel is possible warrants ex- 
treme care and study of the case with x-ray views 
before extensive manipulations are undertaken. The 
management of cord injuries is considered elsewhere. 


4. Foreign Bodies 


Patients with perforating wounds, lacerations and 
superficially imbedded foreign bodies obvious on in- 
spection, do not warrant immediate x-ray studies. 
However, penetrating wounds with the possibility of 
a foreign body lodged in the neck warrant x-ray study 
to determine the probable course of the missile, its 
site of lodgement, and the likely damage resulting 
therefrom. Two views, antero-posterior and _ lateral, 
are taken. They should include the base of the skull 
and the clavicles. Depending upon the direction of 
the wound, studies of the skull or chest may be neces- 
sary to complete an evaluation of the extent of the 
injury. It is extremely important that the left and right 
sides be correctly marked on the films and that the 
examination of the neck be made with these markings 
clearly in view. Missiles which enter on one side of 
the neck may lodge on the opposite side and do more 
damage at the site of lodgement than on the side of 
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entrance. Thus, surgical care may be more urgent on 
the side opposite to the external wound. A mis- 
interpretation of the film as far as the side of lodge- 
ment of the missile is concerned may result in a futile 
effort to improve the condition of the patient. 


5. Injuries to Pharynx and Esophagus 


These injuries may be noted on inspection, suspected 
from the course of a missile, or become obvious when 
complications develop. Exposure of the site of the 
wound with decompression of the fascial spaces or 
mediastinum, is all that is necessary in most instances. 
In small wounds healing occurs without suture, but 
repair of large rents is desirable in order to avoid 
persistent leakage of secretions. Feeding through a 
nasal catheter is desirable for a period of a few days 
to one week, depending on the size of the opening. 
Extensive wounds of the pharynx or esophagus may 
heal better without an indwelling catheter. The estab- 
lishment of a gastrostomy or jejunostomy may better 
accomplish maintenance of nutrition without interfer- 
ing with the healing process in the neck. Following 
necessary care at the site of injury, the skin is closed 
loosely, and a drain put into the fascial space. 


6. Wounds Adjacent to Jaws, Chest, Axilla, Head 


The bony barrier between the neck and chest is the 
first rib on each side attached to the sternum. The 
bony barrier between the neck and axilla is the 
clavicle on each side. These barriers between adjacent 
zones of soft tissue interfere with the freedom of 
manipulation which is frequently necessary to cope 
with wounds of the neck extending to the chest or 
axilla. 


The floor of the mouth and mandible are also 
frequently injured in wounds involving the neck. Thus 
these zones adiacent to the neck must be studied and, 
when necessary, exposed in order to complete the care 
of injuries to important structures (blood vessels, food 
and air passages). The control of blood flow in the 
carotid, innominate and subclavian arteries must not 
be undertaken lightly in an emergency room. The 
possibilities of the complications noted above empha- 
size rather the need for the careful examination and 
triage of patients with neck wounds. 


7. Concomitant Injuries 


Failure to examine the rest of the body of the pa- 
tient who has a severe neck injury may be cause for 
an avoidable disability or a fatal issue, even when 
proper care for the neck wound has been carried out. 
Thus the casual survey of the initial examination must 
be followed by more thorough study by all personnel 
who are charged with the responsibility for the care 
of the patient. An unreduced dislocation of a thumb 
may be insignificant when compared to a life endanger- 
ing wound in the neck. However, while he may re- 
cover from the neck injury, the patient may be left 
with a disabled hand. 
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PROPOSED CHANGES IN STATE 
BOARD OF HEALTH 


The opinion has gradually developed among many, 
both within and without the medical profession, that 
changes should be made in the executive body of our 
State Board of Health so that the public should have 
more representation—the public which pays the bills 
and receives the services. Faced with this situation 
our Council and House of Delegates took positive 
action, and rightly so since our Association was created 
in part to serve as an adviser to the public in affairs 
medical. 


First our Council made a careful appraisal of the 
situation and this was supplemented by a study, made 
at the request of Council by Dr. Harry Mustard of 
New York—a native South Carolinian and a recog- 
nized authority in the field of public health administra- 
tion. Council then made its report with recommenda- 
tions to a called meeting of the House of Delegates 
in December. The House of Delegates, after full dis- 
cussion, adopted the report in principle, changed cer- 
tain of its recommendations, and brought forth a 
definite plan of reorganization which is to be pre- 
sented to the General Assembly for consideration and 
action. (This proposed plan will be found in the Ten 
Point Program section of this Journal. ) 


Regardless of whether each member of the Associa- 
tion will agree with all of the details of the proposed 
plan, we feel that each member has a right to be 
proud of the way in which our Association has tackled 
the problem. No longer may it be said that the South 
Carolina Medical Association is opposed to any change, 
that it is so zealous of the rights of its physician-mem- 
bers that it refuses to appreciate the rights of others. 
Of its own accord and due to no pressure from with- 
out, the Association has proposed a plan which will 
give the public more voice and physicians less voice 
in the running of the State Board of Health. And this 
was done kecause it was believed that through such a 
plan the people of South Carolina would be served 
better. It is of such a spirit that true leadership is 
made. 


A NEW HOSPITAL ACCREDITING AGENCY 

Over the years the American College of Surgeons 
has done a splendid job in its hospital accreditation 
program. Thanks to the efforts which have been ex- 
pended, the hospitals of this country are in excellent 
condition. 


For some time, however, it has been realized that 
the task has become too complex and too costly for 
one organization to sponsor alone. During the past 
few months representatives from various organizations 
have been in conference with the result that a new 
agency has been established whose duty it will be to 
continue and amplify the program now being carried 
on by the College of Surgeons. 

This new agency is to be known as the Commission 
for the Accreditation of Hospitals, and is composed 
of twenty one members——six from the American Medi- 
cal Association, seven from the American Hospital 
Association, three from the American College of Sur- 
geons, three from the American College of Physicians 
and two from the Canadian Medical Association. The 
first meeting of the Commission was held in Chicago 
recently for organizational purposes. A set of By-laws 
was adopted and Dr. Gunner Gunderson of Wisconsin 
(one of the A.M.A. representatives) was chosen as 
chairman. 


The first task of the Commission will be to select 
an Executive Director and the choice is being made 
with extreme care since this man will be the key 
figure in further development. The next job will be 
that of reviewing and revising the present standards 
by which hospitals will be judged and accredited. 

The American Medical Association will continue its 
work in approving hospitals for interneships and 
residencies—and this is only right since it is strictly 
a medical affair. But it is hoped that the two programs, 
that of the Commission and that of the A.M.A., can 
be operated (through exchange of information and 
specific data) so that they will be of mutual benefit. 

Until the Commission is ready to take over its 
work—and this should be some time later this year— 
the College of Surgeons will continue its present pro- 
gram of accreditation. 
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AUTOMOBILE EMBLEMS 


There are a few “South Carolina Medical Asso- 
ciation” automobile emblems left from the last 
order. These sell at $3.25 per emblem and can be 
secured by writing Mr. M. L. Meadors, 120 W. 
Cheves St., Florence. Only members of the Asso- 
ciation may buy them, and those ordering are 
asked to send check with the order. 





RELATION OF PHYSICIANS AND 
HOSPITALS 


At the recent meeting of the House of Delegates 
of the American Medical Association in Los Angeles a 
significant resolution was adopted with regard to the 
relationship of physicians and hospitals. It was pre- 
sented by the Board of Trustees and was the result 
of many months of study and consideration. It is to 
“Guides for Conduct of Physicians in 
and should be of 


be known as 
Relationship with Institutions,” 
interest and concern to all physicians who have any 
dealings with hospitals. It reads as follows: 


“So far as it can be determined on the basis of 
study made by the Bureau of Legal Medicine and 
Legislation of the American Medical Association, as 
a matter of law the corporate practice of medicine is 
illegal in most states. In almost all instances the 
classic example given by the courts of the type of 
corporate practice of a profession that is illegal is the 
instance in which a corporation hires a professional 
man and then sells his services to the public on a fee 
basis for the profit of the corporation. Such exceptions 
as there are refer to statutory legislation in several 
states permitting certain modifications of this general 
law. It must also be remembered that fee splitting 
with a corporation is just as unethical as fee splitting 
with another physician. 


“In addition to being guided by the laws of the 
various states, physicians in their relationships with 
hospitals must be guided by the Principles of Medical 
Ethics of the American Medical Association. Those 
sections of the Principles which have a distinct bear- 
ing on these relationships are as follows: 


Chapter I, Sec. 3. “Groups and Clinics—The ethical 
principles actuating and governing a group or clinic 
are exactly the same as those applicable to the in- 
dividual. As a group or clinic is composed of in- 
dividual physicians, each of whom, whether employer, 
employee or partner, is subject to the principles of 
ethics herein elaborated, the uniting into a business 
or professional organization does not relieve them 
either individually or as a group from the obligation 
they assume when entering the profession.” 


Chapter III. Article VI. Sec. 2. “Conditions of Medi- 
cal Practice—A physician should not dispose of his 
service under conditions that make it impossible to 
render adequate service to his patients, except under 
circumstances in which the patients concerned might 
be deprived of immediately necessary care. 


Chapter III. Article VI. Sec. 3. “Contract Practice— 
Contract practice as applied to medicine means the 





THe JouRNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 15 


practice of medicine under an agreement between a 
physician or a group of physicians, as principals or 
agents, and a corporation, organization, political sub- 
division or individual, whereby partial or full medical 
services are provided for a group or class of individuals 
on the basis of a fee schedule, or for a salary or for 
a fixed rate per capita. 

“Contract practice per se is not unethical. Contract 
practice is unethical if it permits of features or con- 
ditions that are declared unethical in these Principles 
of Medical Ethics or if the contract or any of its pro- 
visions causes deterioration of the quality of the medi- 

cal services rendered.” 

Chapter III. Article VI. Sec. 6. “Purveyal of Medical 
Service—A physician should not dispose of his pro- 
fessional attainments or services to any hospital, lay 
body, organization, group or individual, by whatever 
name called, or however organized, under terms or 
pone Fn which permit exploitation of the services 
of the physician for the financial profit of the agency 
concerned. Such a procedure is neath the dignity 
of professional practice and is harmful alike to the 
profession of medicine and the welfare of the people.’ 

In conclusion, the Principles of Medical Ethics 
states: “These principles of medical ethics have been 
and are set down primarily for the good of the public 
and should be observed in such a manner as shall 
merit and receive the endorsement of the com- 
munity ws 

On page 31 of the Constitution and By-Laws as 
printed in the Handbook under Duties of the Judicial 
Council, is found the following: 


“The Council shall have jurisdiction on all questions 
of medical ethics and the interpretation of the laws 
of the Association. 


“The Council at its discretion may investigate gen- 
eral professional conditions and all matters pertaining 
to the relations of physicians to one another and to 
the public, and may make such recommendations to 
the House of Delegates or the constituent associations 
as it deems necessary. 

“The Council shall have authority to request the 
President to appoint investigating juries to which it 
may refer complaints or evidence of unethical conduct 
which in its judgment are of greater than local con- 
cern. Such investigating juries, if probable cause for 
action be shown, shall submit formal peas to the 
President, who shall appoint a prosecutor to prosecute 
such charges against the accused before the Judicial 
Council in the name and on behalf of the American 
Medical Association. The Council may acquit, ad- 
monish, suspend or expel the accused. 

“The primary obligation of both physicians and 
hospitals is to serve the best interest of the patients. 
The decision as to the ethical or unethical nature of 
practice must be based on the ultimate effect for good 
or ill on the public as a whole. All of the various 
questions involved in the relationship between physi- 
cians and hospitals, both legal and ethical, particularly 
questions dependent on local conditions, must be con- 
sidered in the first instance at the local level because 
of the various differences which of necessity exist in 
the many sections of the country. 


“One of the factors that have aggravated physician- 
hospital relationship is the inclusion of medical serv- 
ices in the contracts of voluntary hospital service plans. 
The medical profession is fostering voluntary health 
insurance, and we believe that nothing should be done 
to disturb this very important and essential program. 
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American Medical Association has re- 


times through its then Bureau of Medi- 


However, the 
affirmed many 
cal Economics, its Judicial Council, and the House of 
Delegates the 
should exclude all medical services, and the contract 
provisions of such plans should be limited exclusively 


principle that hospital service plans 


to hospital services. At the same time, so that there 
would be no misunderstanding as to which services 
should or should not be included, the House of Dele- 
gates has stated that “. . . if hospital service is limited 
to include only hospital room accommodations, such 
board, medicine, surgical] 


as bed, operating room, 


dressings and general nursing care, the distinction 
between hospital service and medical service will be 
clear.” (Proceedings of the San Francisco Session of 
the House of Delegates, 1938, p. 31) Past actions of 
the House of Delegates give every reason to reiterate 
that radiology, ansthesiology, pathology and physiatry 


constitute the practice of medicine. 


“In order to initiate a method for remedying this 
situation, it is recommended that Blue Shield and Blue 


Cross be 


requested to cooperate to the extent of 
writing all new contracts in such a manner that Blue 
Shield will cover insurable medical services and Blue 
Cross will cover insurable hospital services. It is 
hoped that the professional and hospital authorities 
and the voluntary prepayment plans will cooperate 
in furthering these recommendations. 


“Since the physician and hospital are interdependent, 
it is incumbent on both to be interested in all phases 
of their scientific and financial relationships. This 
means that the professional staff of the hospital has 
very definite responsibilities toward not only other 
members of the professional staff, whether active or 
courtesy, but also toward hospital management. The 
staff 
matters are usually accepted by the management of 


recommendations of — the concerning medical 
the hospital through its board of managers or trustees. 
It must also be remembered that to be approved for 
residencies in specialties by the American Medical 
Association and the American College of Surgeons, 
certain requirements are mandatory to the institution, 
them 


and _radiolog'c 


coverage. As a rule, the staff of a hospital elects an 


among adequate _ pathologic 
executive committee or works under an appointed 
executive committee to advise the lay officers of the 
matters, and 
recommends who may or may not use the institution 


institution on purely professional 
for professional work. Unfortunately, in many _ in- 
stances, the financial problems of the lay hospital 
management have been no affair of the staff or of 
its professional executive committee. This is wrong 
and probably the cause of most of the differences of 
opinion between physicians and hospital management. 
The financial problems of an institution in which a 
physician does his professional work are definitely of 
importance to him and to the professional staff, and 
the proper consideration must be given to these prob- 
lems if the hospital is to work efficiently and remain 
the workshop of the physician, and without proper 
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facilities the services rendered to the public are in 
jeopardy and these public services are the all-important 
function of both hospital and staff. 


“Every professional man on the appointed staff 
should have a voice in the professional management 
of the institution. The pathologist, roentgenologist, 
anesthesiologist and phvysiatrist, as well as the other 
professional staff members, should have equal standing 
as active members of the staff with all the rights and 
privileges pertaining to other members of the staff of 
equal standing. The chiefs of these departments should 
be nominated and appointed in the same manner as 
are the chiefs of other major departments in the 


same hospital. 


“The revised Principles of Medical Ethics has been 
written with all of these various factors in mind and 
is broad enough to cover all possible ethical physician- 
hospital relationships. The Constitution and By-Laws 
of the American Medical Association distinctly covers 
methods of procedure for all persons who have a 
complaint so that they approach the Judicial 
Council. The functions of that Council are specifically 


may 


delineated. 


In the event of a controversy between physician and 
physician or physician and hospital management, on 
these problems, it is recommended that, since local 
conditions must be taken into consideration, these 
problems be resolved insofar as possible at the local 
level. 


There can be no exploitation of the doctor or of the 
hospital if everyone concerned in management and on 
the professional staff will work together to supply 
the greatest possible good quality medical and hospital 
services to the public. In any given controversy, every 
effort should first be made to settle the matter at the 
staff-management level. In case of failure to settle the 
controversy at this level, assistance of the county medi- 
cal society should be requested. If, then, it cannot 
be resolved it should be submitted to a committee of 
the state medical association for advice and recom- 
mendation. If problems cannot be solved at the staff- 
management level, through the county medical society, 
or through the state medical association, the Con- 
stitution and By-Laws of the American Medical Asso- 
ciation provides that ‘ . the (Judicial) Council, at 
its discretion, may investigate general professional 
conditions and all matters pertaining to the relations 
of physicians to one another and to the public, and 
may make such recommendations to the House of 
Delegates or the constituent associations as it deems 
necessary.” 

“To implement the settlement of such controversies, 
it is recommended that each component medical so- 
ciety and each constituent state and territorial medical 
Committee on 
This 


available to receive complaints from any physician, 


association appoint a Hospital and 


Professional Relations. committee should be 
hospital, medical organization, or any other interested 
person or group with reference to professional or 
economic relations existing between doctors of medi- 
cine and hospitals. On receipt of such complaint by 
such a committee the matter should be investigated 
and acted on in such manner as will best effect adjust- 


ment of the complaint. 


“Another approach that should not be neglected in 
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activating this report is that of the local and state 
hospital associations. Most of the states and many 
communities have hospital associations providing direct 
representation for the hospitals within their areas. It 
seems reasonable to assume that state medical asso- 
ciations and component county medical societies could 
well effect liaison with these organizations in the 
settlement of problems involving physician relation- 
ships. 


“In summary, the following general principles are 
suggested to individual physicians, county medical 
societies, and state medical associations as a basis for 
adjusting controversies, these principles, however, to 
be qualified to the extent required by the ap- 
plicability of one or more of the factors heretofore 
mentioned: 


A physician should not dispose of his pro- 
fessional attainments or services to any hospital, 
corporation or lay body by whatever name called 
or however organized under terms or conditions 
which permit the sale of the services of that phy- 
sician by such agency for a fee. 

2. Where a hospital is not selling the services 


of a physician, the financial arrangement if any 
between the hospital and the physician properly 
may be placed on any mutually satisfactory basis. 
This refers to the remuneration of a physician for 
teaching or research or charitable services or the 
like. Corporations or other lay bodies properly 
may provide such services and employ or other- 
wise engage doctors for those purposes. 


3. The practice of anesthesiology, pathology, 
physical medicine and radiology are an integral 
part of the practice of medicine in the same 
category as the practice of surgery, internal medi- 
cine or any other designated field of medicine.” 








A. M. A. MEETING IN LOS ANGELES 
(A travelogue ) 


Sunday, December 2— 


From South Carolina to California in 13 hours flying 
time is no longer news for the front page, it has be- 
come an every day occurrence. Leaving Florence at 
10 a. m. I flew to Washington where I boarded a 
United Air Lines mainliner which flew non-stop to 
Denver. An hour's wait in that city and then another 
non-stop to Los Angeles, arriving at 10:30 p. m. 
(Pacific time). It was dark when we flew over the 
Rockies so we couldn’t see the mountains. 


Our first sight of Los Angeles came from the plane 
as we approached the city. Twinkling lights of all 
colors spread over the ground for miles and miles up 
and down the coast and gave us a slight idea of the 
immense territory which the city covers. Our first 
closeup of the city was experienced on our fifteen 
mile drive from the airport to the hotel. We drove 
through Glendale and one could have easily mistaken 
the surroundings for the residential areas of South 
Carolina towns. The homes were almost all bungalows, 
frame or stucco, with small yards. Palm trees lined 
many of the streets. Nowhere did we see the closely- 
built tenement houses which line the streets of any 
other large cities. Finally as we approached the hotel 
area we te ‘gan to note tall buildings and the appear- 
ance of a city. It was almost midnight when we 
reached the Biltmore Hotel (midnight California time 
that is, 3 a. m. Palmetto state time) and I was ready 


for bed. 


OF THE SouTH CAROLINA MEDICAL 


ASSOCIATION 


Monday, December 3— 


Most of the day was spent in attendance upon the 
fourth annual Medical Public Relations Conference, 
sponsored by the A.M.A. Representatives of most of 
the states were present, including many public rela- 
tions directors and executive secretaries. The morning 
session was centered around the theme—Public Re- 
lations Problem Number One: The High Cost of 
Sickness. The addresses were interesting, thought-pro- 
voking and practical. Jack Meadors will publish ex- 
tracts from these when they are available, in his de- 
partment in this Journal. I listed some of the out- 
standing ideas expressed and pass them on for con- 
sideration: 

The cardinal sin in medical practice is to fail 
to give the patient and his disease every con- 
sideration as regards the diagnosis, the treatment, 
and the fee. 

The maximum charge for any operation should 
not exceed one month’s income of the patient, 
after taxes are paid. 

One of the best ways to reduce hospital costs 
is to cut out unnecessary laboratory work and ex- 
pensive drugs that are not directly indicated. 

Tell the patient about the “extra hospital costs” 
before he goes to the hospital—it will help im- 
measurably. 

When you prescribe an expensive drug in the 
hospital tell your patient about it before he gets 
the bill. 

If tissue is examined in the pathological de- 
partment, tell your patient so and explain the 
reason for such. 

It isn’t as much a question of what the fee is as 
it is a problem of having the patient understand 
what the fee is for and being satisfied. 

Remember that a patient’s time is valuable too. 
One of the greatest gripes against doctors is, “He 
makes me wait.” 

What happens in your reception room will re- 
flect itself a great deal in your personal office 
public relations. 

If you can’t see your patient on time, see to it 
that your secretary or nurse explains the delay. 

Don’t put up with a secretary or nurse who 
antagonizes your patients. Change her or fire her. 
If she can’t smile, make her practice in front of a 
mirror at home. 

A great deal of public relations dynamite is 
packed in the way a doctor tries to collect past- 
due accounts. The best type of collection agency 
is one which is controlled by physicians themselves. 


The speaker at the luncheon was Dr. Lewis Alisen, 
surgeon of Los Angeles and president-elect of the 

California Medical Association. He spoke on the sub- 
ject, “The Physician’s Responsibility as a Leader,” 
and never have I heard a practicing physician who 
was so well versed in economic and political history 
and who was so able to give such a thorough philo- 
sophic background for his well organized speech. 
Speaking, and not reading from a manuscript, he held 
his audience in his hand for thirty minutes and the 
applause which he received was spontaneous and pro- 
longed. I will try to get his address for publication in 
this Journal. 


The afternoon session was devoted to a discussion 
of the cooperation of medical organizations with other 
groups, and to the future public relations plans of the 
A.M.A. and of state associations. Leo Brown, newly 
appointed director of public relations of the A.M.A., 
made a good impression and I predict that he will be 
doing an excellent job in the days ahead, 
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During the evening the officers of the Association 
and members of the House of Delegates were guests 
of the Los Argeles County Medical Society at a 
banquet at the Cocoanut Grove. It was a sumptuous 
affair with Hawaiian food served against the back- 
ground of Hawaiian music. Jean Hersholt (Dr. 
Christian of movie and radio fame) was a guest and 
gave a brief talk, telling of some of his experiences. 
The main entertainment was furnished by a Hawaiian 
musical and dancing troupe, and by Edgar Bergen 
who was accompanied by Charlie McCarthy and 
Mortimer Snerd. 

On the way back to the hotel my fellow riders and 
the taxi-drive gave me more information about this 
unusual city. Los Angeles is really an entire county 
with many communities (Englewood, Hollywood, 
Beverly Hills, etc.). Most of these communities are 
included in the city of Los Angeles. The city is 
spread over a vast area with one street running for 
14 miles with only an occasional curve and never a 
right angle turn. The population is around 3,000,000 
and there are over 4,000 doctors (over three times as 
many as we have in our state association). What a 
city! 

Tuesday. December 4— 

The House of Delegates convened at 9:30. The first 
action was to elect Dr. Yoder of Indiana the general 
practitioner of the vear. Following this we heard re- 
ports from the officers and various councils. John Cline, 
President of the A.M.A. (who visited S. C. recently 
and spoke in Greenville, Columbia, and Florence ) 
gave a stimulating address. He outlined the broad 
tasks which face physicians today; the continued fight 
which must be waged against socialism, the need for 
cleaning our own houses through grievance com- 
mittees, the necessitv for explaining to the public why 
the cost of medical care is of necessity so high, the 
desirability of state associations and individuals con- 
tributing to the Medical Foundation Fund, the need 
for more cooperation with non-medical groups and 
individuals, and the opportunity for encouraging and 
expanding the work now being done by national and 
state women’s auxiliaries. 

Mr. Donald Wilson, national commander of the 
American Legion, was introduced and spoke briefly. 
He stated that the doctors are the most respected 
group in this country and accordingly have a great 
responsibility—not only in medical affairs but in 
social and economic as well. “You must never be 
placed in a defensive position,” he stated, “you must 
lead.” He drew prolonged applause when he stated 
“Our Legion is irrevocably opposed to socialized 
medicine.” 

Dwight Murray, Chairman of the Board of Trustees. 
announced that the A.M.A. had appropriated another 
$500,000 to the Medical Education Fund. He also an- 
nounced the creation of the new Joint Commission for 
the Accreditation of Hospitals. This group is com- 
posed of eighteen men—six from the A.M.A., six from 
the American Hospital Association, three from the 
Amer. College of Surgeons. and three from the Amer. 
College of Physicians—and will take over the task of 
accrediting hospitals which is now being done by the 
American College of Surgeons. (The Commission is 
scheduled to hold its first meeting in Chicago, Dec. 
15. 16). 

During the afternoon resolutions were presented 
from state associations and from individual delegate: 
ind these were referred to the various committees for 
hearings and recommendations. 

At 3:30 the Legislative Committee went into 
session, and except for a short pause for supper we 
kept working until nine o'clock. This committee is 
composed of nine men from differert sections of the 
country and its function is to study all legislation 
proposed in Congress and to make recommendations 
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to the Board of Trustees as to what position the 
A.M.A. should take with regard to them. There is 
still a mass of legislation pending in Congress which 
deals directly or indirectly with doctors or medicine 
and we went over these bills, one by one. It is inter- 
esting work but leaves one rather exhausted at the 
end of such a session. 

Wednesday, December 5— 

The morning was set aside for hearings before the 
reference committees. Each committee takes up the 
resolutions which have been referred to it and any 
member of the Association may listen to the dis- 
cussions or present his views. It is not only a highly 
democratic procedure (one of the best arguments 
which I heard was given by a physician who is not 
a member of the House of Delegates) but also both 
interesting and informative. I was particularly inter- 
ested in a resolution which dealt with the question of 
lowing negro physicians to become members of the 
A.M.A. Louis Orr of Florida and I both spoke to the 
question as did Dr. Peter Murray of New York, the 
only negro member of the House of Delegates. We 
were all impressed by his tolerance, and agreed with 
him completely when he urged that we proceed slowly 
and attempt to work things out on the local state and 
county levels. 

During the afternoon I went to the Shrine Audi- 
torium and took in the scientific and commercial ex- 
hibits. 

The evening was devoted to the historic meeting at 
which Senators Byrd and Taft speke to an overflow 
crowd of 6,500. The speeches were broadcast and no 
doubt were heard by many in South Carolina. They 
were also televised for the California area. The talks 
were hard-hitting, outspoken attacks upon the present 
administration’s activities in the field of socialism and 
finance. Both men received ovations but Senator Byrd 
probablv pleased the audience more because of his 
informality and lack of reserve. 

After the meeting a buffet supper was served at the 
Biltmore Hotel where the members of the House of 
Delegates were given the opportunity of meeting the 
Senators. When I was introduced to Senator Byrd, he 
quipped, “Just do whet vour Jimmy Byrnes tells you 
and you will be all right.” 


Thursdav, December 6— 


The final session was held this morning with 
adiovrnment at 1:30. Thanks to the discussions which 
had been held before the reference committees most 
of the steam had been blown and there was not too 
much debate, although two or three of the reports 
produced lively discussion. 

One resolution dealt with the relationship between 
physicians and hospitals. This subiect has been under 
much discussion over a period of years and it is hoped 
that the statement adopted (printed elsewhere in 
this Journal) will clarify the atmosphere. 

The trip back was made with a 24 hours stopover 
in Salt Lake City to visit my brother who is Professor 
of Surgerv at the Utah Medical School. Four inches 
of snow in that city with a temperature of 8° being 
recorded during the night gave me a real taste of 
winter. 

The scene which met our eye 7s we flew from Salt 
Lake City to Denver during the late afternoon is one 
which I will not soon forget. Great rugged mountain 
peaks. covered with snow, glistening in the bright 
sunshine against a background of black shadows 
reaching into the vallevs below. 

It is hard to give a general impression of a meet- 
ing of this type, and yet J had the feeling—and 1 
think our other delegate. William Weston, Jr., will 
agree with me that this House of Delegates was made 
up of men who were aware of the progress which had 
been made during recent vesrs and of the work which 
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still remained to be done. The threat of socialized 
medicine had been halted temporarily but the threat 
is still present. The problem of securing the best 
possible medical care for the American people at the 
least possible cost is still with us and will continue to 
challenge the best in us for years to come. 








WHAT IS A REPORTABLE CASE OF 
TUBERCULOSIS? * 


The reporting of cases is indispensable to the con- 
trol of tuberculesis. A health department cannot dis- 
charge its responsibilities for the supervision of cases 
and the examination of contacts if all cases identified 
in its jurisdiction are not brought promptly to its at- 
tention. 


Furthermore, reliable information about the extent 
of the problem is necesarv for intelligent planning of 
control programs. Although reporting of tuberculosis 
has been in effect in South Carolina for several years 
there has been so little agreement on definitions of 
reportability or uniformity in reporting practices that 
available tuberculosis morbidity data have represented 
only makeshift estimates. Mortality rates can no longer 
be used as a measure of control needs since in recent 
years the rapid decline in the death rate has not been 
«ccompanied by a commensurate decline in morbidity. 
As case-finding efforts are carried on with increasing 
vigor and more cases are discovered in the minimal 
stage, and as new drugs and other methods of therapy 
prolong the lives of tuberculosis patients, it is apparent 
that mortality rates are no longer an accurate current 
guide to the tuberculosis problem. For example, in 
South Carolina there were only 434 deaths attributed 
to tuberculosis in 1950, while 5,742 known, living 
cases of tuberculesis were on file in the office of the 
Section of Tuberculosis Control. 


To be really useful tuberculosis case reporting 
should conform to commonly accepted standards. Data 
are of little use if some reflect all cases including 
suspects, while others show only active cases with 


positive bacterial findings. 


A. For the sake of uniformity in case reporting by 
the Physicians of South Carolina it is suggested that 
the FOLLOWING CASES BE REPORTED TO THE 
STATE BOARD OF HEALTH: 


1. Cases with tubercle bacilli demonstrated. 


2. Cases with other significant evidence, even 
though bacteriological proof has not yet been 
demonstrated, such as: 

a. Chest X-ray shadows characteristic of active 
tuberculosis (soft infiltrate, cavity, etc. ); 

b. Unexplained pleurisy with effusion; 

c. Clinically active extra-pulmonary tuberculosis 
(meningeal, bone, kidney, etc. ). 

B. The FOLLOWING PREVIOUSLY UN- 

REPORTED TUBERCULOSIS CASES MAY BE 


(°*Information received from Dr. F. L. Geiger, Divi- 
sion of Disease Control, S. C. State Board of Health). 
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REPORTED IF THE PHYSICIAN SO DESIRES: 

1. Cases of pulmonary fibrosis and nodulation more 
than minimal in extent presumably of tubcr- 
culous origin. 

2. Cases with a record of active disease or previous 
treatment within the past 5 years. 

3. Cases with X-ray evidence of collapse therapy or 
resection for tuberculosis. 

4. Active primary pulmonary tuberculosis cases. 





MEDICAL AND SURGICAL SYMPOSIUM 

The 9th annual Watts Hospital Medical and Surgi- 
cal Symposium will be held at the Carolina Theatre, 
Durham, N. C., on Wednesday and Thursday, Feb. 
13 and 14, 1952. An outstanding program will be 
presented which will include special papers, a clinical- 
pathological conference and a panel discussion on 
endocrinology. 

Among the men who will adress the gathering are: 
Drs. Shields Warren of Harvard Medical School, Al- 
bert Faulconer, Jr. of the Mayo Clinic, Frank E. Adair 
of Cornell Medical School, Edwin C. Hamblen of 
Duke, Edward C. Reifenstein of Oklahoma Medical 
Research Institute, Perry McCullough of the Cleve- 
land Clinic, Nathan A. Womack on Univ. of N. C. 
Medical School, George Van S. Smith of Harvard 
Medical School, Charles H. Burnett of Univ. N. C. 
Medical School, and Hugh H. Hare of the Lahey 
Clinic. 














DEATHS 








EDGAR O. HORGER, JR. 


Dr. E. O. Horger, Jr., 42, Greenville physician, was 
found dead in a hotel room in Jacksonville, Florida, 
November 26. He had suffered from a heart disease 
for some time prior to his death. 

A native of Eutawville, Dr. Horger had practiced 
general medicine in Greenville since 1937 except for 
the time he served in the medical corps during World 
War II. He received his education at Wofford College 
and the Medical College of the State of South Caro- 
lina (Class of 1937). 

Dr. Horger is survived by his widow, two daugh- 
ters and two sons, all of Greenville. 





NEWS ITEMS 








Dr. E. G. Cannon of Pickens, was recently awarded 
the distinguished honor of being the “Citizen of the 
Year” in Pickens. The plaque was presented by the 
American Legion Post. 


Dr. Robert Gregg, who returned from Japan in 
September, is now associated with Dr. J. D. White- 
head in Lake City. 





Dr. Thad Bethea has opened offices in Latta for 
the practice of general medicine. 
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THE TEN POINT PROGRAM 


M. L. MEADORS., DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 





RESOLUTION OF HOUSE OF DELEGATES 
FOR SUBMISSION TO THE GENERAL 
ASSEMBLY 


1. Whereas, there have occurred many changes in 
the State Government and in the State’s population 
and in the make-up of the South Carolina Medical 
Association and in the scope of the public health 
activities of the State since 1878, when “an act to 
recharter the South Carolina Medical Association and 
establish a State Board of Health and to define its 
duties” (Statutes at Large: South Carolina, 1878 No. 
16, and included in the 1942 Code of Laws. Section 


1997) was passed; and 


2. Whereas, the act provided that the “officers and 
their associates,” constituting the South Carolina Medi- 
cal Association should be in their corporate capacity, 
together with the Attorney and Comptroller Generals, 
the Board of Health of South Carolina, to be known 
as the State Board of Health, and provided further 
that an Executive Committee of seven members 
should be selected by the State Board of Health and 
should be recommended to the Governor who should 
appoint them to the said Executive Committee for a 
term of seven years; and 


3. Whereas the conditions of the present make de- 
sirable the participation of the public at large in 
public health matters by proper representation in the 
State Board of Health: now therefore Be It Resolved, 
by the House of Delegates of the South Carolina 
Medical Association, in its corporate capacity, that it 
petition the General Assembly of South Carolina that 
the following recommendations shall be enacted into 
law: 


Recommendation 1. That the powers and duties now 
vested in the State Board of Health and in the Execu- 
tive Committee of the State Board of Health be trans- 
ferred to and vested in a State Board of Health of 
nine members to be appointed by the Governor as 
hereinafter set forth. 


Recommendation 2. That the Governor shall appoint 
a State Board of Health consisting of nine members, 
including three physician-members; one member who 
shall be nominated to the Governor by the South Caro- 
lina Dental Association; one member who shall be 
nominated to the Governor by the State Nurses Asso- 
ciation; one member who shall be nominated to the 
Governor by the South Carolina Pharmaceutical Asso- 


ciation; and three other citizens of the State, none of 
whom shall be members of the medical, nursing, dental 
or pharmacy professions; that members of the Board 
shall be appointed in the categories set forth above as 





provided respectively in Recommendations 3 and 4; 
that one physician and one non-professional member 
be appointed for a term of 2 years, one physician and 
one non-professional member be appointed for a term 
of 3 years, one physician and one non-professional 
member be appointed for a term of 4 years; all such 
appointments to date from the first Friday in July 
1952; that appointments subsequent to that date, and 
the appointments from the dental, nursing and phar- 
macy associations, except for the filling of unexpired 
terms, shall be for a period of four years, and until a 
successor is appointed and qualified; that, except mem- 
bers who have not served for as long as twenty-four 
months, no member may be appointed immediately to 
succeed himself or herself but may be again appointed 
to the Board after one year’s absence from appoint- 
ment; that when a vacancy occurs, other than through 
expiration of term of appointment, the person ap- 
pointed shall be qualified within the category in which 
the vacancy occurs and his or her term of office shall 
be the unexpired term of office of the person whom he 
or she succeeded; and if this unexpired term shall be 
24 months or more, the member who fills it shall be 
considered as having served the equivalent of a full 
term insofar as concerns eligibility for a future ap- 
pointment. Members of the State Board of Health 
shall be removable by and at the pleasure of the 
Governor for neglect of duty and other causes after 
a hearing of the Board, when at least five members of 
the Board certify to the Governor in writing that such 
a hearing has been held, and that they believe the 
charge or charges which they shall set forth, have 
been sustained and are sufficient cause for removal: 
provided: that no member shall be removed from the 
State Board of Health unless thirty days before the 
hearing of charges, he or she shall be advised, in 
writing, of the specific charge or charges and of the 
time and place of such a hearing. 

Recommendation 3. That Section 4997 of the Code 
of 1942, and such other Sections as may be concerned, 
be so amended as to provide that the South Carolina 
Medical Association, at its first meeting after January 
1, 1952, shall nominate 6 members to be recommended 
to the Governor on or before the next ensuing first 
Friday in June and the Governor shall appoint 3 of 
them, with others as set forth in Recommendations 2 
and 4 hereof, to constitute a State Board of Health; 
and that the 3 members of the South Carolina Medical 
Association elected and recommended to the Governor 
by that Association, and not immediately appointed 
by him to the Board, shall be alternates, one of whom, 
or all, if necessary, shall be appointed by the Governor 
to fill any vacancies that may occur in the physician 
membership in the period between then and the first 
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Normohydration 
FOR BOWEL REGULATION 








Tpotcatty, the constipated stool is dehydrated, 
| whereas the diarrheal stool or that induced by salines 


and irritants is hyperhydrated, containing free water. 


When Metamucil is employed for the management 
of constipation, it is mixed in a full glass of cool liquid. 
The ingested liquid containing the mucilloid promotes 


normohydration. 


M E T A M U C l y is the highly refined mucilloid of 






: _ Plantago ovata (50%), a seed of the psyllium group, 
i coven ss combined with dextrose (50%) as a dispersing agent. 
i (Ma G. D. Searle & Co., Chicago 80, Illinois. 
| 
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to 


Friday in July 1953; and that at each annual meeting 
subsequent to the first one after the first of January 
1952, the South Carolina Medical Association and 
their successors, in their corporate capacity shall 
nominate two members for each vacancy to be recom- 
mended to the Governor. on or before the next en- 
suing first Friday in June of each succeeding year, 
and the Governor shall appoint one of them to each 
vacancy to serve as a member of the State Board of 
Health for a period of four years; and that the member 
of the South Carolina Medical Association, elected 
and recommended to the Governor by that Association 
and not immediately appointed by him to the State 
Board of Health, shall be an alternate and if necessary, 
shall be appointed by the Governor to fill any vacancy 
that may occur in the physician membership of the 
Board in the year for which he was recommended for 
appointment on the Board; and that the nomination 
and appointment of the representatives from the South 
Carolina Dental Association, South Carolina Pharma- 
ceutical Association and the South Carolina Nurses 
Association, shall be made by procedure within the 
respective Associations corresponding to the pro- 
cedure herein set forth for the appointment of physi- 
cian-members. 


Recommendation 4. That within thirty days after 
the Legislature adjourns, the Governor shall appoint 
three citizens of the State, who shall not be physicians 
and who, with others as set forth in Recommendations 
2 and 3, shall constitute a State Board of Health, and 
when vacancies occur, the Governor shall appoint one 
citizen of the State, who shall not be a member? of 
the Health Professions herein named; and that when 
vacancies occur in this category of the membership of 
the State Board of Health, other than through expira- 
tion of term of appointment, the Governor shall, with- 
in his discretion, and in not less than thirty days, ap- 
point a citizen of the State, who shall not be a member 
of the Health Professions herein named, to fill the 
vacancy. 

Recommendation 5. That if any, or all, of the pro- 


fessional associations herein designated as the 
nominating bodies for the appointment of the profes- 
sional members of the State Board of Health fail or 
decline to make recommendations to the Governor, as 
herein before set forth, then the Governor shall, with- 
in his discretion, appoint professional members of 
the Board, as may be necessary and in the same pro- 
categories herein before 


portion in the several 


designated. 


That the State Board of Health, 
as provided for above, shall meet on or before the 


Recommendation 6. 


first Friday in July 1952, shall proceed to organize and 
shall elect a chairman and a vice-chairman, and that 
it be empowered to adopt by-laws, and the Board shall 
be empowered to appoint and employ a State Health 
Officer, who shall serve in that capacity at the pleasure 
of the Board, and who shall also serve as Secretary of 
the Board. Further as vacancies occur, either by ex- 
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piration of term of appointment, by resignation, by 
removal from office for cause, in a manner similar to 
that provided for removal of members of the Board 
in Recommendation 2, or by death, they shall be filled 
by the Board in the same manner as their predecessors 
were elected or appointed. 


It is the intent of this Resolution to recommend that 
the State Board of Health be organized as provided 
in this Recommendation, within thirty days after the 
date of adjournment of the General Assembly in 
1952, if it is possible to do so, consistent with the 
method of nomination and appointment of its mem- 
bers as elsewhere provided herein. 


The Board shall meet once in each month, and at 
other times when called by the Chairman at the re- 
quest of four members of the Board. It shall fully 
and completely record its actions and shall carefully 
preserve its records. The State Health Officer shall 
assist the Board in the recording and preserving of 
records of its actions and shall assist the Board in the 
conduct of its business. Members of the Board shall 
be entitled to compensation and expenses as now pro- 
vided. The Board shall render an annual report to the 
Governor and to the General Assembly. 


That there be created the De- 
partment of Health of South Carolina, which shall be 
under the direction of the State Board of Health and 
administered by the State Health Officer. 


Recommendation 7. 





HOSPITAL FACILITIES INCREASE 
IN SOUTH CAROLNA 
The Division of Hospital Facilities, F.S.A., has re- 
ported that as of November 30, 1951, forty-seven 
projects at a total cost of $8,156,708 and supplying 
831 additional beds, have been completed and are in 
operation in South Carolina. The amount includes 


federal contribution of $2,889,582. 


According to the report, there are under construc- 
tion as of the same date, fifty-eight projects at a total 
cost of $13,617,219, including federal contribution of 
$6,839,349 and designed to supply 939 additional 


beds. 


Two projects which had been approved, but are not 
yet under construction, involved a total cost of 
$8,280,142, including $5,382,856 federal contribution, 


and representing 410 additional beds. 


It is interesting to note that according to the above 
figures, there are, or will be in the reasonably near 
future, a total of 2,180 additional hospital beds in 
South Carolina as the direct result of the funds 


supplied under the provisions of the Hill-Burton Act. 
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| BELIEVE IN 
| YOURSELF! 
































d 
ll 
f Doctor, you probably have read a great deal of cigarette 
: advertising with all sorts of claims. 
- So we suggest: make this simple test... 
ic 
c 
d 
Take a Partie Morris—and any 
other cigarette. Then, 
| Light up either one. Take a puff 
2 —don’t inhale — and s-l-o-w-l-) 
n let the smoke come through your nose. 
a - Now do exactly the same 
r o thing with the other cigarette. 
il 
of 
al 





: | Then, Doctor, BELIEVE IN YOURSELF! 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 
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MAUDE CALLEN STORY IN LIFE 
MAGAZINE ATTRACTS ATTENTION* 


The story of the life of Nurse Maude Callen appear- 
ing in the December issue of Life Magazine is at- 
tracting nation-wide attention. Naturally, the people 
in Berkeley County, many of them, knew of the work 
being done, but at the same time there was a rush 
for Life and the supply soon was exhausted. 

Reports are that letters containing contributions to 
Maude’s work are coming in by the dozens every 
day—some of them substantial, though the total re- 
ceived to date is still unknown. For many years Maude 
has worked under handicaps, but her success has been 
outstanding. She is highly respected by her own 
people and by all of the white race who know her. 


°From the Berkeley Democrat, Conway, S$. C., De- 
cember 4, 1951. 
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Respected, not only for her ability, but for the faithful 
manner in which she has gone about serving the sick 
and helpless when needed, day or night. She works 
under the County Health Department and no one 
appreciates her work more than does Dr. Fishburne. 

Maude has wanted a Health Clinic for many years. 
It could be that the interest created by the story in 
Life may bring in the necessary funds. A further re- 
port will be made when the total contributions is de- 
termined. 

In a wire to Dr. Fishburne, the Life representative 
who visited the county, took the pictures and as- 
sembled the facts, said in part: “It was one of the 
wonderful experiences of my life and I feel I have a 
stake in Berkeley County. I hope the story will prove 
of value to you and to the legislature. I sincerely thank 
you, Miss Baskin, and everyone for the depth of 
kindness and help [ received.” 
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